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The medical care system in the United States, based on
traditional American values, has primarily focused on the
care of the individual . The amount and kind of care dis-
pensed has depended on the patient's needs and , until re-
cently, no one has attempted to define upper limits . Now ,
as the result of a variety of political , social and historical
choices, we have entered an era '01' scarcity of financial
resources to support health care and biomedical research.
This has created major policy concerns in provid ing care
for elderly patients, including those with cardiovascular dis-
ease. Physicians, healthcare professionals and the general
public can no longer assume that private and governmental
third party payment mechanisms will absorb whatever cosIs
the health care system gener ates. Thus , it seems inevitable
that medical care will be rationed although none of the
schemes suggested to limit health care costs is entirely pal-
atable to physicians or fait to the patient s they serve.
If the present trend of constricting resources devoted to
health care continues, our nation will have a problem in
assuring an equitable distr ibution of care . To accomplish
this assurance it is imperative that the general public be
involved in policy-making to determine priorities in allo-
cations of our resources for medical care . Dealing with
scarce resources is ,a public issue to be dealt with by the
public, not solely by the medical profession or by legislators .
The American College ofCardi ology should support mech-
anism" that enable public involvement and that educate the
public about the complex issues involved in weighing heultli
care needs and interests of individual pat ients when they
may confiict with those of a society encumbered by limited
funds for health care.
Patients, Physicians and Policy Makers-a-
Societal Issues
Dominance of Cost-Effe ctiveness and Cost Benefit
Perhap s the most yisible expre ssion of the limitation of
resources is the attempt at cost containment and cost control
exemplified by the new Medicare Prospective Payment Sys-
tem based on Diagnosis Related Groups (DRGs). DRGs
provide monetary incentives to hospital s to limit hospital
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costs for elderly patient s, whose health care costs are borne
by Medicare . Physicians are encouraged to accomplish these
savings by decreasing the numbers of tests or diagnostic
procedures, or both, or shortening patient s' hospital stays;
the challenge for physicians is to reduce costs without sac-
rificing their patient s' best interests.
Not only have attitude s changed toward the provi sion of
health care for elderly patient s, but there has been a dramatic
demographic shift of the population toward older ages. In
the past, sociai programs for the elderly \vere based on a
perception of the elderly as poor, frail and socially depen -
dent, but above all deserving. As emphasized by Binstock
(I), because older persons have been stereotyped as "de-
serving poor ," they have not been subject to the Calvinist
stigmatization attached to other welfare recipients in the
U.S. The spectre of an overwhelmingly large number of
aged in our society appeared rather abruptl y in the public
awarene ss at the beginning of the present decade. Anxietie s
arose about competition between older and younger workers
in the job market and the economic burden of increasing
numbers of dependent older people . Above all, concern
about the allocation of health care resources has become a
major issue . The percepti on of increasing numbers of older
citizen s and diminishing resource s has resultedin a shrink-
ing of compassion for the elderly. With this sociopolitical
change , anew set of axioms began to appear, including the
following : the elderly are not poor but are relatively well
off; they are a potent and growing politic al force and always
vote in their own interest; they now cost soc iety too much
and in the future will be an insupportable burden on the
economy.
There is, however, no evidence that elderly people are
more likely to vote in their self-interest than is any other
age group (2). As stated by Allport in " The ABC's of
Scapegoating" (3), " . . . an issue seems nicely simplified
i r we blame a group or class of people rather than {he
complex course of social and historical forces." There has
been a predominantly negative attitude of age-ism and the
attribution of the same physical and soc ial characteristics
and attitudes to a group artificially characterized as homo-
geneous and labelled " the aged." They are categorized as
nonproductive, medically needy and socially and econom-
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ically demanding. As early as 1974, Neugarten (4) docu-
mented the enormous diversity within the elderly population
in physical and mental health, work capacity and economic
status.
Beneath all the technical, budgetary and social consid-
erations lies the ethical question of what is fair and equitable
in our nation's delivery of health care. In addressing this
question, a commonly made comparison is to the situation
in the United Kingdom, because similar problems were faced.
In their book entitled, "The Painful Prescription" (5), Henry
J. Aaron and William B. Schwartz compared the situation
in the U.S . with that in Britain and cited significant differ-
ences. First. the British are not a litigious society and cit-
izens seldom challenge the services provided by their Na-
tional Health Service. Second, their physicians are mostly
salaried and have no incentive, as do their U.S. colleagues,
to engage in activities to increase their income . Third, the
patient-doctor relation remains paternalistic in the United
Kingdom and the doctor is not expected to explain and offer
a variety of treatments (one of which might be very expen-
sive) to the patient. Rather the British physician prescribes
and the patient says "yes" or "no." Finally, the British
have the tradition of the "stiff upper Iip"-a willingness
to live with problems created by long-term scarcity of re-
sources.
For better or for worse, these elements of the British
character do not grace U.S. national culture . Americans in
the U.S. are individualistic. ambitious and wish to get the
most out of life. They often have little sympathy for those
who lose out in the battle for prosperity and happiness .
These characteristics playa role in shaping health care pro-
grams and policies for elderly persons with cardiovascular
diseases.
Traditional ethic of medicine versus economic con-
straints on health care. On the basis of this Conference.
the American College of Cardiology should encourage in-
volvement of the public in developing health care policies .
One way to focus this debate is to appreciate how the tra-
ditional ethic of medicine appears to be directly challenged
by economic constraints on health care for the elderly-
both those imposed by the public sector and, increasingly ,
by the private sector (for example, limiting health care ben-
efits to those covered by pension-related private health in-
surance). The traditional ethic of medicine directs the phy-
sician to protect and promote the best interests of the patient.
The physician's responsibilities are based on a medically
oriented perspective of the best interests of the patient-the
"beneficence model of moral responsibility in medicine"
(6)-and on the patient's perspective of his or her best
interests-the' 'autonomy model of moral responsibility in
medicine" (6). The first relates to the physician 's experi-
ence, skills and knowledge, which justify clinical judgments
about appropriate diagnostic and therapeutic interventions.
The latter reflects the patient's informed consent for such
interventions (see later) . Both models share an assumption:
that whatever is determined to be in the best interests of the
patient- based on either one or both of the models-should
be provided , and that the necessary resources wi11 be made
available .
In an era of economic constraints, physicians confront a
competing ethic , namely, that one should act to protect and
promote the economic interests of third parties to the patient-
physician relation . That is, the physician must understand
and take into account the possibility that acting in the pa-
tient 's best interests may harm the best interests of third
parties such as hospitals, health care delivery systems (such
as Health Maintenance Organizations, Preferred Provider
Organizations, Individual Practice Associations, multispe-
cialty private group practices) and third party public and
private payors.
Access to specialized medical care. Some specific eth-
ical concerns raised by elderly patients with cardiovascular
disease relate to access to specialized medical care . Two
examples will suffice. First, the question may arise whether
coronary bypass operations should be carried out in patients
after a certain age. In dealing with this question, it must be
realized that biologic age is a crude measure of aging. Sec-
ond, elderly patients who have been incapacitated by stroke
require many resources that could be used to care for in-
capacitated younger people. If resources become increas-
ingly constrained , society may consider that limitation of
care to elderly stroke patients is in its best interest. In the
U.S. , with its commitment to individual rights, this decision
would raise serious ethical issues .
Justice and Filial Responsibility
This ethical conflict takes on a particular character in the
case of DRG-based funding of health care. The Medicare
program is taken to represent our society's moral commit -
ment !O meet the health care needs of the elderly. Thus , it
seems safe to assume that Congress, in implementing the
DRG mechanism, meant to carry out this responsibility, but
in a more cost-effective manner. If this does. in fact, hap-
pen, major ethical issues will not arise . If, on the other
hand, the health care needs of the elderly are jeopardized
by the DRG payment system, then at least two questions
of ethical significance must be confronted by our society.
The first is. what are our obligations in justice and in filial
responsibility to provide for the health care needs of the
elderly? In considering this, it is important to realize that
"justice" distributes burdens as well as benefits, that al-
locating scarce resources may result in burdens to families
dedicated to fulfilling their responsibilities to aged relatives.
This may be different from the situations viewed by the
designers of the Social Security and Medicare Acts-Acts
that were judged to be major commitments to the welfare
of older Americans. What we see now are erosions of this
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commitment, with adult offspring having to assume an in-
creasing proportion of the cost of caring for elderly relatives
who had trustinglycontributed (during their workingyears)
to a system designed to provide substantial resources for
their declining years. These adult offspring have commit-
ments to their own children; erosion of the government's
assurances to their elderly parents is unfortunate and may
be unfair.
The secondquestion is, are wejustified in requiringphy-
sicians to act in a way that is contrary to the best interests
of their patients in order to providecost savings for society?
The physician may ask: Are we ever justified in placing the
economic best interests of third parties before the best in-
terests of our patients? Thus, the first step in public edu-
cation is to directly confront the ethical issues and not to
disguise them behinddebates about cost-effective and cost-
beneficial health care delivery systems, as ifthe issues were
simply economic and involved no serious ethical dilemmas
or conflicts. These issues are addressed in greater detail in
the last segment of this report.
Quality of Care
In the debate about allocatingscarce resources, the public
should note that the establishmentand maintenance of stan-
dards of care is the unique capability and responsibility of
the medical profession. All other decisions can and should
be shared. but issues of quality of care must be decided by
doctors. The concern about quality of care arises because
Medicare has now fixed fees and access so rigidly that
deterioration of quality of care may be a reality. In fact,
one might ask whether fixed fees, predetermined hospital
stays and quality of care are compatible.
Another concern, the obverse of this, is the performance
of procedures (forexample, echocardiograms) by physicians
who have not been properly trained in their use and inter-
pretation, When a physician's ability is not at a level of
competence required to serve the patient's needs, referral
should be made to a qualified specialist. The American
College of Cardiology should encourage and assist in the
development of standards for the evaluation and treatment
of cardiovasculardiseasesof the elderly. There is an ethical,
as well as a scientific , dimension to competence in diag-
nosing and treating illness.
Patient-Physician Relations-
Individual Issues
Informed Consent
The goal of the patient-physician relation is to protect
and promote the patient's best interests. The "autonomy
model of moral responsibility in medicine" describes the
patient's perspective of his or her best interests, whereas
the "beneficence model" is the physician's perspective of
the patient's best interests. Both models must be put into
practice in patient care.
Informed consent is central to the patient-physician re-
lation-the physician advises and the patient accepts or
rejects the advice according to his or her perspectiveof best
interests. The elements of informedconsent include disclo-
sure of adequate information regarding benefits and risks of
treatments, assurance that the patient or family member
understands the choices, and voluntary consent. Obtaining
consent is a process that enhances the autonomy of the
patient; physicians should not consider it as simply a legal
or bureaucratic hurdle to be overcome.
Limitations of diagnostic and therapeutic interven-
tions. Informed consent is a major ethical consideration in
decisionsregarding limitations of diagnosticand therapeutic
interventions. Such matters as coronary artery bypass sur-
gery, coronary angioplasty, diagnostic interventions, "do
not resuscitate" orders (7), initiation of critical care inter-
ventions in an intensive care unit, and discontinuation or
withholding of fluids and nutrition are issuesof majorethical
significance in the care of elderly patients with cardiovas-
cular disease. The beneficence model tends to direct the
physician to those interventions that will prevent the pa-
tient 's unnecessary death, with limitations justified by whether
the treatment is ordinary or extraordinary . The autonomy
model directs the physician to help the patient carefully
assess his or her quality of life with or without various
diagnostic and therapeutic interventions. On this basis, the
patientshould be assisted to makea value-based preference,
based on quality of life judgments. In this way, informed
consent can become an achievable goal in clinical practice.
The patient with diminished competence. A unique
feature in caring for elderly people is the possibility of
decreasedcompetenceof the patient both to understand the
advice given and to make a voluntary choice. When di-
minished competence is recognized, attempts should be made
to eliminate or reduce remediable causative factors. If this
is notpossible, thephysician shouldbeguidedbyknowledge
of the patient's prior values (when possible to obtain) and
the family's opinion of what the patient would want if able
to make a choice. When this information is not available,
the physician must rely on his or her "beneficence" or
family choices, or both. as long as these are reasonable.
In situations of diminished patient competence and a
physician 's uncertainty as to the patient's best interest, ad-
vice and counsel are often available from local ethicists;
lawyers often can be of help; rarely, a particularly complex
problem will require court review.
Confidentiality
For reasons of both benefiting patients and respecting
their autonomy-based rights to privacy, physicians consider
themselves under an obligationto confidentiality. However,
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cardiovascular care for the elderly necessarily involves not
only the patient but the patient's family and often others
(for example, nursing home staff). To gain the effective
cooperation of these third parties requires sharing with them
information about the patient's condition, prognosis and
therapeutic regimen. It remains uncertain to what extent the
physician is ethically free to share this information with
third parties. Must the physician always have the patient' s
permission to do so? How should the physician respond if
the patient refuses to have such information shared when
this is clearly in the patient's best interests?
In chronic cardiovascular diseases, these conditions can
usually be met, although problems dealing with nonauton-
omous persons do arise. Special problems occur in acute
care situations; these require more careful attention.
Clash of Societal and Individual Issues
An unsettled matter in the medical and bioethics literature
is how physicians should balance their obligations to their
patients against their obligations to society. However, it
seems clear that the political and economic changes of the
past decade and those of the foreseeable future will make
it increasingly difficult for physiciansto insist that the patient
will always come first. There may be times when society's
legitimate interests in conserving limited resources come
first; in these situations, the interests of patients may become
compromised. Earlier we recommended that the American
College of Cardiology support public mechanisms to de-
velop health care policy regarding the care of the elderly
with cardiovascular disease. In this section we offer rec-
ommendations regardingthe substantive questions that must
be the heart of this public policy debate in our society.
The first questions to be addressed are:
1) What justifies the present priority given to a decrease in
health care resources that then leads to debates about
cost-benefit ratios and cost-effectiveness?
2) What obligations do we have as a society to provide for
the health care needs of the elderly? Are we prepared to
limit or abandon provisions included in the early Med-
icare years?
3) What obligations do the elderly, a markedly heteroge-
neous group, have to meet the costs of their own health
care? Are those obligations the same for the impover-
ished elderly as for the more affluent'!
4) To what extent is public policy implicitly shifting the
responsibility for meeting the costs of care and the " in-
formal " care needs of the elderly to their families? Arc
such shifts reasonableor excessive in light of competing
demands on filial responsibility?
Addressing these types of questions will enable society
to then address the fo llowing categories of questions:
5) Have policy changes adversely affected the access of the
elderly to care for cardiovascular disease? Have these
policy changes adversely affected the quality of care?
If the answer to either of the above is "yes," the fo l-
lowing questions must be addressed:
6) Are we, as a society committed to justice and fairness,
correct in asking our physicians to deny access to care
solely on the basis of age or cost?
7) Are we, as such a society, justified in asking our phy-
sicians to offer less than quality care solely on the basis
of age or cost?
8) If we are, which elderly will be denied access to care
or quality of care? That is, by what disease groups or
other criteria can we justifiably make such changes'!
9) What will be the ethical impact of such changes on the
patient-physician relation? Should physicians accept such
changes? Should society accept such changes?
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